DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/06/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES __ |[X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
15G459 B. WING 04/08/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1330 W SHAWNEE
COMMUNITY ALTERNATIVES-ADEPT INDIANAPOLIS, IN 46260
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX o EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
W 000
Bldg. 00
This visit was for an annual W 000
recertification and state licensure survey.
This visit included the investigation of
complaint #IN00162553.
Complaint #IN00162553: Substantiated,
federal and state deficiencies related to
the allegation are cited at: W102, W104,
W122, W149, W157, W159, W210,
W240 and W331.
Dates of Survey: 4/1/15, 4/2/15, 4/6/15,
4/7/15 and 4/8/15
Facility Number: 000973
Provider Number: 15G459
AIMS Number: 100244810
These deficiencies also reflect state
findings in accordance with 460 IAC 9.
W 102 483.410
GOVERNING BODY AND MANAGEMENT
Bldg. 00 The facility must ensure that specific
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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governing body and management
requirements are met.
Based on observation, record review and W 102 05/08/2015
interview for 1 of 3 sampled clients (A), CORRECTION:
the goverm.ng body failed to exerglse The facillty must ensure that
general policy, budget and operating specific governing body and
direction over the facility to ensure client management requirements are
A's personal finances were not in excess met. Specifically, the governing
of the predetermined amount allowed by body has facilitated the following:
Medicaid, to ensure the facility
implemented its policy and procedures to
prevent neglect of client A regarding a Facility supervisors will work
fall with injury and to develop and directly with the Governing Body’s
implement corrective actions to prevent business department to assure
. . , client’s personal finances do not
recurrence regarding client A's falls, to )
h lified 1 1 exceed the predetermined
ensure. the QIDP (Quali 1e. Intellectua amount allowed by Medicaid.
Disabilities Professional) integrated,
coordinated and monitored client A's
active treatment program by failing to
. , . Client A has received Physical
reassess client A's mobility needs )
. . . Therapy and Occupational
regarding his use of a wheelchair and to Therapy evaluations to reassess
ensure client A's ISP (Individual Support his mobility needs with regard to
Plan), BSP (Behavior Support Plan) or Client A’s use of a wheelchair. A
CHRHP (Comprehensive High Risk review of facility support
Health Plan) for falls specifically docur_nent_s indicated this deficient
. practice did not affect any
addressed how staff were to supervise, " .
) A ) additional clients.
monitor and assist client A to prevent
client A from falling and/or to prevent
further injury due to falls.
The facility nurse will modify
. . . Client A's Comprehensive High
The govern'lng body failed to exer.c1se Risk Plan for falls to clarify the
general policy, budget and operating expectations of how staff should
direction over the facility to ensure the monitor assist Client A to prevent
facility met the Condition of Client A from falling and/or to
prevent further injury due to falls,
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Participation: Client Protections for 1 of including during transfers to and
3 sampled clients (A), the governing from his wheelchair. Additionally,
body failed to ensure the facility The Q_IDP will modify C"eht A's
ol di i d q Behavior Support Plan to include
implemented its po l?y and proce 'ures to specific protocols for enhanced
prevent neglect of client A regarding a supervision (line of sight in
fall with injury and to develop and common areas of the facility and
implement corrective actions to prevent 15 minute checks while in
recurrence regarding client A's falls. bedroom). A review of incident
documentation and current
oo . supports indicated this deficient
Findings include: practice did not affect any
additional clients.
1. The governing body failed to exercise
general policy, budget and operating
direction over the facility to ens.ure client PREVENTION:
A's personal finances were not in excess
of the predetermined amount allowed by After completing investigations in
Medicaid’ to ensure the facﬂlty which the allegations are verified,
implemented its policy and procedures to the QIDP, with the guidance of
. . the Clinical Supervisor and
prevent neglect of client A regarding a .
o ° Program Manager, will bring all
fall with injury and to develop and relevant elements of the
implement corrective actions to prevent interdisciplinary team together to
recurrence regarding client A's falls, to develop corrective measures to
ensure the QIDP integrated, coordinated ensure the health and safety. of
and monitored client A's active treatment leents'_ Revised C9mpreher15|ve
by faili lient A" High Risk Plans will be reviewed
prog.rellm y failing to .reass.ess client A's and approved by the Nurse
mobility needs regarding his use of a Manager prior to implementation.
wheelchair and to ensure client A's ISP,
BSP or CHRHP for falls specifically
addressed how staff were to supervise, o .
. J assist client A The Residential Manager will be
m.omtor an a551s't client A to prevent expected to observe no less than
client A from falling and/or to prevent one morning and two evening
further injury due to falls. Please see active treatment session per
W104. week to assess direct support
staff interaction with clients and
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2. The governing body failed to exercise to provide hands on coaching and
general policy, budget and operating training _including_ but not Iimi.ted
direction over the facility to ensure the to assuring _Staff implement risk
.- ... plans as written. The Team Lead
facility met the Condition of (non-exempt residential
Participation: Client Protections for 1 of manager) will be present,
3 sampled clients (A). The governing supervising and participating in
body failed to ensure the facility active treatment during no less
implemented its policy and procedures to than 4 evening active treatment
. . sessions and one morning active
prevent neglect of client A regarding a )
LS treatment session per week to
fall with injury and to develop and assure continuous active
implement corrective actions to prevent treatment occurs and that risk
recurrence regarding client A's falls. plans are implemented as
Please see W122. written.
This federal tag relates to complaint
#IN00162553. Members of the Operations
Team, comprised of Clinical
9-3-1(a) Supervisors, the Program
Manager, Nurse Manager and
Executive Director, and the QIDP
will conduct observations during
active Treatment sessions and
documentation reviews no less
than five times weekly for the
next 21 days, no less than 3
times weekly for an additional 14
Days, and no less than twice
weekly for an additional 60 Days.
At the conclusion of this period of
intensive administrative
monitoring and support, the
Operations Team will determine
the level of ongoing support
needed at the facility. Active
Treatment sessions to be
monitored are defined as:
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Mornings: Beginning at 6:30 AM
and through morning transport
and including the following:
Medication administration, meal
preparation and breakfast,
morning hygiene and domestic
skills training through transport to
work and day service. Morning
active treatment monitoring will
include staff from both the day
and overnight shifts.

Evenings: Beginning at
approximately 4:30 PM through
the evening meal and including
the following: domestic and
hygiene skills training, leisure
skills training, medication
administration, meal preparation
and dinner. Evening monitoring
will also include unannounced
spot checks later in the evening
toward bed time.

In addition to active treatment
observations, Operations Team
Members and/or the Residential
Manager will perform spot checks
at varied times on the overnight
shift no less than twice monthly
—more frequently if training
issues or problems are
discovered.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

R27411 Facility ID: Q00973 If continuation sheet

Page 5 of 46




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/06/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15G459

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
04/08/2015

NAME OF PROVIDER OR SUPPLIER

COMMUNITY ALTERNATIVES-ADEPT

STREET ADDRESS, CITY, STATE, ZIP CODE
1330 W SHAWNEE
INDIANAPOLIS, IN 46260

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

The Executive Director and
Director of Operations/General
Manager (area manager) will
review documentation of
administrative level monitoring of
the facility —making
recommendations as appropriate.
As stated above, the Executive
Director will participate directly in
administrative monitoring of the
facility and the Director of
Operations/General Manager no
less than monthly for the next 90
days.

Administrative support at the
home will focus on:

1. Mentorship and training of
supervisory staff, monitoring and
coaching of direct support staff

2.  Evaluation of the
effectiveness of current
comprehensive high risk plans

3. Administrative
documentation reviews will
include but not be limited to
assuring current high risk plans
are present in the home and
documentation that staff have
received training on
implementation of the plans.
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4.  Assuring risk plans are
implemented as written.
RESPONSIBLE PARTIES:
QIDP, Residential Manager, Team
Leader, Health Services Team,
Direct Support Staff, Operations
Team, Director of
Operations/General Manager
W 104 483.410(a)(1)
GOVERNING BODY
Bldg. 00 | The governing body must exercise general
policy, budget, and operating direction over
the facility.
Based on record review and interview for W 104 05/08/2015
1 of 3 sampled clients (A), the governing CORRECTION:
body failed to exe.rmse .gene:ral policy, The governing body must
budget and operating direction over the exercise general policy, budget,
facility to ensure client A's personal and operating direction over the
finances were not in excess of the facility. Specifically, the governing
predetermined amount allowed by body has facilitated the following:
Medicaid, to ensure the facility
implemented its policy and procedures to
prevent neglect of client A regarding a Facility supervisors will work
fall with injury and to develop and directly with the Governing Body’s
implement corrective actions to prevent business department to assure
. . , client’s personal finances do not
recurrence regarding client A's falls, to )
. exceed the predetermined
ensure the QIDP (Qualified Intellectual amount allowed by Medicaid.
Disabilities Professional) integrated,
coordinated and monitored client A's
active treatment program by failing to
Client A has received Physical
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reassess client A's mobility needs Therapy and Occupational
regarding his use of a wheelchair and to Therapy evaluations to reassess
ensure client A's ISP (Individual Support h'_s mobility needs with rega_rd to
. Client A’s use of a wheelchair. A
Plan), BSP (Behavior Support Plan) or review of facility support
CHRHP (Comprehensive High Risk documents indicated this deficient
Health Plan) for falls specifically practice did not affect any
addressed how staff were to supervise, additional clients.
monitor and assist client A to prevent
client A from falling and/or to prevent
further injury due to falls. The facility nurse will modify
Client A's Comprehensive High
Findings include: Risk Plan for falls to clarify the
expectations of how staff should
1. Client A's financial record was mf)nitor assist Cli_ent Ato prevent
Client A from falling and/or to
reviewed on 4/6/15 at 12:56 PM. Client prevent further injury due to falls,
A's RAFMS (Resident Account Family including during transfers to and
Member Statement) form dated from from his wheelchair. Additionally,
1/2/15 through 4/6/15 indicated client A's The QIDP will modify Client A's
beginning balance on 1/2/15 was Behgymr Support Plan to include
. specific protocols for enhanced
$2,503.42 and ending balance on 4/3/15 supervision (line of sight in
was $2,478.35. The review indicated common areas of the facility and
client A's personal finances exceeded 15 minute checks while in
$2.000.00. bedroom). A review of incident
documentation and current
RM-E (Resident Manager- Exempt) #2 supp(_)rts i_n dicated this deficient
practice did not affect any
was interviewed on 4/6/15 at 1:10 PM. additional clients.
RM-E #2 indicated client A's personal
finances exceeded $2,000.00.
2. The governing body failed to exercise PREVENTION:
general policy, budget and operating After completing investigations in
direction over the facility to ensure the which the allegations are verified,
facility implemented its policy and the QIDP, with the guidance of
procedures to prevent neglect of client A the Clinical Supervisor and
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: R27411 Facility ID: 000973 If continuation sheet Page 8 of 46




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/06/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES __ |[X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
15G459 B. WING 04/08/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1330 W SHAWNEE
COMMUNITY ALTERNATIVES-ADEPT INDIANAPOLIS, IN 46260
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID _ . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
regarding a fall with injury and to Program Manager, will bring all
develop and implement corrective actions relevant elements of the
to prevent recurrence regarding client A's |nterd|sap||nary_ team together to
falls. Pl W149 develop corrective measures to
alls. rlease see : ensure the health and safety of
clients. Revised Comprehensive
3. The governing body failed to exercise High Risk Plans will be reviewed
general policy, budget and operating and approved by the Nurse
direction over the facility to ensure the Manager prior to implementation.
facility developed and implemented
corrective actions to prevent recurrence
regarding client A's falls. Please see The Residential Manager will be
W157. expected to observe no less than
one morning and two evening
. . . active treatment session per
4. The governing body failed to exercise . P
] ) week to assess direct support
general policy, budget and operating staff interaction with clients and
direction over the facility to ensure the to to provide hands on coaching and
ensure the QIDP integrated, coordinated training including but not limited
and monitored client A's active treatment to assuring staff implement risk
.- . , plans as written. The Team Lead
program by failing to reassess client A's o
. i i (non-exempt residential
mobility r.weds regarding h1§ use of a manager) will be present,
Wheelchalr and tO ensure Cllent A'S ISP, Supervising and participating in
BSP or CHRHP for falls specifically active treatment during no less
addressed how staff were to supervise, than 4 evening active treatment
monitor and assist client A to prevent sessions and Or'e morning active
. . treatment session per week to
client A from falling and/or to prevent . .
o assure continuous active
further injury due to falls. Please see treatment occurs and that risk
W159. plans are implemented as
written.
This federal tag relates to complaint
#IN00162553.
Members of the Operations
9-3-1(a) Team, comprised of Clinical
Supervisors, the Program
Manager, Nurse Manager and
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: R27411 Facility ID: 000973 If continuation sheet Page 9 of 46
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Executive Director, and the QIDP
will conduct observations during
active Treatment sessions and
documentation reviews no less
than five times weekly for the
next 21 days, no less than 3
times weekly for an additional 14
Days, and no less than twice
weekly for an additional 60 Days.
At the conclusion of this period of
intensive administrative
monitoring and support, the
Operations Team will determine
the level of ongoing support
needed at the facility. Active
Treatment sessions to be
monitored are defined as:

Mornings: Beginning at 6:30 AM
and through morning transport
and including the following:
Medication administration, meal
preparation and breakfast,
morning hygiene and domestic
skills training through transport to
work and day service. Morning
active treatment monitoring will
include staff from both the day
and overnight shifts.

Evenings: Beginning at
approximately 4:30 PM through
the evening meal and including
the following: domestic and
hygiene skills training, leisure
skills training, medication
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administration, meal preparation
and dinner. Evening monitoring
will also include unannounced
spot checks later in the evening
toward bed time.

In addition to active treatment
observations, Operations Team
Members and/or the Residential
Manager will perform spot checks
at varied times on the overnight
shift no less than twice monthly
—more frequently if training
issues or problems are
discovered.

The Executive Director and
Director of Operations/General
Manager (area manager) will
review documentation of
administrative level monitoring of
the facility —making
recommendations as appropriate.
As stated above, the Executive
Director will participate directly in
administrative monitoring of the
facility and the Director of
Operations/General Manager no
less than monthly for the next 90
days.

Administrative support at the
home will focus on:
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1. Mentorship and training of
supervisory staff, monitoring and
coaching of direct support staff
2. Evaluation of the
effectiveness of current
comprehensive high risk plans
3.  Administrative
documentation reviews will
include but not be limited to
assuring current high risk plans
are present in the home and
documentation that staff have
received training on
implementation of the plans.
4.  Assuring risk plans are
implemented as written.
RESPONSIBLE PARTIES:
QIDP, Residential Manager, Team
Leader, Health Services Team,
Direct Support Staff, Operations
Team, Director of
Operations/General Manager
W 122 483.420
CLIENT PROTECTIONS
Bldg. 00 | The facility must ensure that specific client
protections requirements are met.
Based on record review and interview, W 122 05/08/2015
the facility failed to meet the Condition CORRECTION:
of Participation: Client Protections for 1 The facillty must ensure that
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of 3 sampled clients (A). The facility specific client protections
failed to implement its policy and requirements are met.
procedures to prevent neglect of client A Specifically:
regarding a fall with injury and to
develop and implement corrective actions
to prevent recurrence regarding client A's Client A has received Physical
falls. Therapy and Occupational
Therapy evaluations to reassess
.. el . his mobility needs with regard to
Findings include: Client A's use of a wheelchair. A
review of facility support
1. The facility failed to implement its documents indicated this deficient
policy and procedures to prevent neglect practice did not affect any
of client A regarding a fall with injury additional clients.
and to develop and implement corrective
actions to prevent recurrence regarding
client A's falls. Please see W149. The facility nurse will modify
Client A's Comprehensive High
2. The facility failed to develop and Risk Plan_ for falls to clarify the
. . . expectations of how staff should
implement corrective actions to prevent . -
) ) monitor assist Client A to prevent
recurrence regarding client A's falls. Client A from falling and/or to
Please see W157. prevent further injury due to falls,
including during transfers to and
This federal tag relates to complaint from his wheelchair. Additionally,
HIN00162553 The QIDP will modify Client A’s
) Behavior Support Plan to include
specific protocols for enhanced
9-3-2(a) supervision (line of sight in
common areas of the facility and
15 minute checks while in
bedroom). A review of incident
documentation and current
supports indicated this deficient
practice did not affect any
additional clients.
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PREVENTION:

After completing investigations in
which the allegations are verified,
the QIDP, with the guidance of
the Clinical Supervisor and
Program Manager, will bring all
relevant elements of the
interdisciplinary team together to
develop corrective measures to
ensure the health and safety of
clients. Revised Comprehensive
High Risk Plans will be reviewed
and approved by the Nurse
Manager prior to implementation.

The Residential Manager will be
expected to observe no less than
one morning and two evening
active treatment session per
week to assess direct support
staff interaction with clients and
to provide hands on coaching and
training including but not limited
to assuring staff implement risk
plans as written. The Team Lead
(non-exempt residential
manager) will be present,
supervising and participating in
active treatment during no less
than 4 evening active treatment
sessions and one morning active
treatment session per week to
assure continuous active
treatment occurs and that risk
plans are implemented as
written.
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Members of the Operations
Team, comprised of Clinical
Supervisors, the Program
Manager, Nurse Manager and
Executive Director, and the QIDP
will conduct observations during
active Treatment sessions and
documentation reviews no less
than five times weekly for the
next 21 days, no less than 3
times weekly for an additional 14
Days, and no less than twice
weekly for an additional 60 Days.
At the conclusion of this period of
intensive administrative
monitoring and support, the
Operations Team will determine
the level of ongoing support
needed at the facility. Active
Treatment sessions to be
monitored are defined as:

Mornings: Beginning at 6:30 AM
and through morning transport
and including the following:
Medication administration, meal
preparation and breakfast,
morning hygiene and domestic
skills training through transport to
work and day service. Morning
active treatment monitoring will
include staff from both the day
and overnight shifts.
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Evenings: Beginning at
approximately 4:30 PM through
the evening meal and including
the following: domestic and
hygiene skills training, leisure
skills training, medication
administration, meal preparation
and dinner. Evening monitoring
will also include unannounced
spot checks later in the evening
toward bed time.

In addition to active treatment
observations, Operations Team
Members and/or the Residential
Manager will perform spot checks
at varied times on the overnight
shift no less than twice monthly
—more frequently if training
issues or problems are
discovered.

The Executive Director and
Director of Operations/General
Manager (area manager) will
review documentation of
administrative level monitoring of
the facility —making
recommendations as appropriate.
As stated above, the Executive
Director will participate directly in
administrative monitoring of the
facility and the Director of
Operations/General Manager no
less than monthly for the next 90
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W 149

483.420(d)(1)

days.

Administrative support at the
home will focus on:

1.  Mentorship and training of
supervisory staff, monitoring and
coaching of direct support staff

2.  Evaluation of the
effectiveness of current
comprehensive high risk plans

3. Administrative
documentation reviews will
include but not be limited to
assuring current high risk plans
are present in the home and
documentation that staff have
received training on
implementation of the plans.

4.  Assuring risk plans are
implemented as written.

RESPONSIBLE PARTIES:

QIDP, Residential Manager, Team
Leader, Health Services Team,
Direct Support Staff, Operations
Team, Director of
Operations/General Manager

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

R27411 Facility ID: 000973 If continuation sheet

Page 17 of 46




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/06/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
15G459 B. WING 04/08/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1330 W SHAWNEE
COMMUNITY ALTERNATIVES-ADEPT INDIANAPOLIS, IN 46260
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D _ . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
STAFF TREATMENT OF CLIENTS
Bldg. 00 | The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect or abuse of the client.
Based on record review and interview for W 149 05/08/2015
1 of 3 sampled clients (A), the facility CORRECTION:
failed to implement its policy and . The facility must develop and
procedures to prevent neglect of client A implement written policies and
regarding a fall with injury and to procedures that prohibit
develop and implement corrective actions mistreatrment, neglect or abuse of
to prevent recurrence regarding client A's the client. Specifically:
falls.
Findings include: Client A has received Physical
Therapy and Occupational
The facility's BDDS (Bureau of Therapy evaluations to reassess
Developmental Disabilities Services) h'_s mobility needs with rega_rd to
. . . Client A’s use of a wheelchair. A
reports and investigations wer§ reviewed review of facility support
on 4/1/15 at 2:20 PM. The review documents indicated this deficient
indicated the following: practice did not affect any
additional clients.
BDDS report dated 1/8/15 indicated,
"[Client A] was sitting in his wheelchair
in his bedroom. Staff heard a loud noise The facility nurse will modify
and discovered [client A] lying on the Client A’s Comprehensive High
floor and observed that he had sustained Risk Plan for falls to clarify the
a four centimeter laceration on his scalp. expe_ctatlon.s of how staff should
T taff dut d .. monitor assist Client A to prevent
wo S. a ] V.vere on duty E_m assisting Client A from falling and/or to
other individuals at the time of the prevent further injury due to falls,
incident. Staff transported [client A] to including during transfers to and
the [hospital] emergency department for from his wheelchair. Additionally,
evaluation and treatment. ER (Emergency The QIDP will modify Client A's
. Behavior Support Plan to include
Room) personnel closed the wound with o
. specific protocols for enhanced
five staples and released [client A] to supenvision (line of sight in
ResCare staff with instructions for common areas of the facility and
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laceration and staples care and to 15 minute checks while in
follow-up with his primary care physician bedroom). A_ review of incident
in seven days. cuppors ndeated th denen
[Client A] has a f:omprehens1ve high r?sk practice did not affect any
plan for falls which directs staff to assist additional clients.
with transfers but [client A] did not
request assistance prior to falling.
ResCare nursing will monitor [client A]
. PREVENTION:
to assure follow-through with ER
discharge instructions. The IDT After completing investigations in
(Interdisciplinary Team) will review the which the allegations are verified,
circumstances of the incident to the QIDP, with the guidance of
determine if changes to [client A's] risk the Clinical Supewnsqr anfj
1 di 4n Program Manager, will bring all
plan are indicated. relevant elements of the
interdisciplinary team together to
-BDDS report dated 1/15/15 indicated, develop corrective measures to
"[Client A's] psychiatrist, [doctor], ensure the health and safety of
ordered a CAT scan on 1/14/15 as part of dlients. Revised Comprehensive
. High Risk Plans will be reviewed
an ongoing assessment to rule out
] and approved by the Nurse
dementia. The results of the scan Manager prior to implementation.
indicated that [client A] has an acute
hematoma (bruise) and [doctor] directed
staff to take [client A] to the [hospital] The Residential M i
ER for evaluation and treatment. ER © nesidential Manager Wil be
expected to observe no less than
personnel performed another CAT scan one morning and two evening
and a comprehensive blood panel. The active treatment session per
ER physician reported that [client A] had week to assess direct support
a thin layer of blood that will dissolve staff interaction with clients and
naturally. The hematoma most likely to Pr.owd.e han'ds on COaChf”‘-? and
lted f fall Telient A training including but not limited
resulted from a fall [client A] to assuring staff implement risk
1 "
experienced on 1/7/15. plans as written. The Team Lead
(non-exempt residential
-Investigative Summary (IS) dated manager) will be present,
1/13/15 indicated DSP (Direct Support supervising and participating in
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Professional) #1 and RM-E #1 (Resident active treatment during no less
Manager-Exempt) were both on duty on than 4 evening active treatment
1/7/15 at the time of client A's fall. The :esstlons ?nd or\e morning :cttlve
. . . reatment session per week to
1/13/15 1S indicated cl1'ent A Was not in assure continuous active
DSP #1 or RM-E #1's line of sight when treatment occurs and that risk
he fell. The 1/13/15 IS indicated DSP #1 plans are implemented as
and RM-E #1 were both assisting other written.
consumers in the group home while client
A was in his personal bedroom out of
Team, comprised of Clinical
The 1/13/15 1S included an addendum Supervisors, the Program
dated 1/15/15 which indicated, "The IDT Manager, Nurse Manager and
. ... Executive Director, and the QIDP
met to discuss additional supports . ! .
; . ) will conduct observations during
required to ensure [client A's] safety. active Treatment sessions and
Long term wheelchair use, bed and documentation reviews no less
wheelchair alarm to alert staff when he is than five times weekly for the
not in line of sight and [client A's] ISP next 21 days, no less th?f‘ 3
(Individual Support Plan) will be revised times weekly for an additional 14
clude a f 1 ) f Days, and no less than twice
to l'IIC ude a formal goal to ask for weekly for an additional 60 Days.
assistance." At the conclusion of this period of
intensive administrative
Client A's record was reviewed on 4/6/15 monitoring and support, the
at 9:35 AM. Client A's IDT notes glpelratlcTnSfTeam_ will deterrr:lne
. . e level of ongoing suppo
indicated the following: needed at the facility. Active
Treatment sessions to be
-10/29/14, "4/7/14, [client A] stood up monitored are defined as:
again without staff assistance and fell.
Staff needs to watch [client A] and keep
him .(m) eyemgh.t at all tlmes..Staffwﬂl Mornings: Beginning at 6:30 AM
continue to monitor and provide and through morning transport
assistance in addition to the wheelchair and including the following:
and gait belt and cane when ambulating." Medication administration, meal
preparation and breakfast,
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-2/10/14, "Team discussed [client A] morning hygiene and domestic
falling and how he had been to PT skills training through transport to
(Physical Therapy) in January (2014) and wo.rk and day service. Mgrmng
. . active treatment monitoring will
PT said use cane while in the group home include staff from both the day
and use wheelchair for long distance. and overnight shifts.
And staff to assist him in and out of (the)
home. [Client A] is constantly getting up
and at times refusing to let staff assist ) o
. . . Evenings: Beginning at
him so team decided staff will follow approximately 4:30 PM through
[client A] at a short distance for his the evening meal and including
safety." the following: domestic and
hygiene skills training, leisure
Client A's CHRHP (Comprehensive High Ski”s_ t.rainir?g, medication )
Risk Health Plan) for falls dated 10/27/14 administration, meal preparation
o . and dinner. Evening monitoring
did not indicate documentation of the will also include unannounced
10/29/14 and 2/10/14 IDT spot checks later in the evening
recommendations for client A to be in toward bed time.
staff's line of sight at all times.
Client A's ISP dated 2/24/15 did not In addition to active treatment
indicate documentation of the 10/29/14 observations, Operations Team
or 2/10/14 IDT recommendations Members and/or the Residential
regarding how staff were to supervise, Manager will perform spot checks
monitor or assist client A to ensure his at _varled times on the overnight
. . . shift no less than twice monthly
safety while transferring from his _more frequently if training
wheelchair. issues or problems are
discovered.
Client A's BSP (Behavior Support Plan)
dated 2/24/15 did not indicate
documentation regarding client A's The Executive Director and
refusal to request staff assistance prior to Director of Operations/General
attempting to independently transfer Manager (area manager) will
himself from his wheelchair. Client A's review documentation of
BSP dated 2/24/15 did not indicate administrative level monitoring of
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documentation of the 10/29/14 or 2/10/14 the facility —-making
IDT recommendations regarding how recommendations as appropriate.
staff were to supervise, monitor or assist Afc' stated ébove,_t_he Exet_:utlve )
I A hi f hil Director will participate directly in
client FO ensure .ls safety w .1 © administrative monitoring of the
transferring from his wheelchair. facility and the Director of
Operations/General Manager no
DON #1 (Director of Nursing) was less than monthly for the next 90
interviewed on 4/6/15 at 1:07 PM. DON days.
#1 indicated the nursing staff assigned to
the group home should review and revise
high risk plans when recommendations Administrative support at the
are made by the IDT. DON #1 indicated home will focus on:
client A's 10/29/14 and 2/10/14 IDT
recommendations regarding how staff
Should SupeI‘VISG, IIlOIlitOI‘ and aSSISt 1. Mentorship and training of
client A to prevent falls during transfers supervisory staff, monitoring and
from his wheelchair should be included coaching of direct support staff
in client A's 10/27/14 CHRHP for falls. i
2. Evaluation of the
. . effectiveness of current
RM-E #2 was interviewed on 4/6/15 at comprehensive high risk plans
1:10 PM. RM-E #2 indicated client A's
CHRHP for falls, ISP and BSP should 3. Administrative
include the 10/29/14 and 2/10/14 IDT documentation reviews will
. . include but not be limited to
recommendations regarding how staff i S
. . . assuring current high risk plans
sh.ould supervise, monitor and assist are present in the home and
client A to prevent falls. RM-E #2 documentation that staff have
indicated the facility's abuse and neglect received training on
policy should be implemented and implementation of the plans.
corrective measures should be developed o
. 4.  Assuring risk plans are
and implemented to prevent recurrence of . i
) o implemented as written.
abuse, neglect, mistreatment or injuries
of unknown origin.
The facility's policies and procedures RESPONSIBLE PARTIES:
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were reviewed on 4/7/15 at 5:23 PM. The
facility's policy entitled, "Abuse, Neglect,
Exploitation, Mistreatment" dated
2/26/11 indicated the following:

-"Adept staff actively advocate for the
rights and safety of all individuals. All
allegations or occurrences of abuse,
neglect, exploitation, or mistreatment
shall be reported to the appropriate
authorities through the appropriate
supervisory channels and will be
thoroughly investigated under the
policies of Adept, ResCare and local and
state and federal guidelines."

-"Program intervention neglect: failure to
provide goods and/or services necessary
for the individual to avoid physical harm.
Failure to implement a support plan,
inappropriate application of intervention
without a qualified person
notification/review."

The facility's policy entitled,
'Investigations' dated 9/14/07 indicated
the following:

-"A thorough investigation final report
will be written at the completion of the
investigation. The report shall include,
but is not limited to, the following:...
Concerns and recommendations...;
Methods to prevent future incidents."

QIDP, Residential Manager, Team
Leader, Health Services Team,
Direct Support Staff, Operations
Team, Director of
Operations/General Manager
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This federal tag relates to complaint
#IN00162553.
9-3-2(a)
W 157 483.420(d)(4)
STAFF TREATMENT OF CLIENTS
Bldg. 00 If the alleged violation is verified, appropriate
corrective action must be taken.
Based on record review and interview 1 W 157 05/08/2015
of 7 incidents of alleged abuse, neglect CORRECTION:
and. {njurlés of unknown reVle.WCd’ the If the alleged violation is verified,
facility failed to develop and implement appropriate corrective action
corrective actions to prevent recurrence must be taken. Specifically:
regarding client A's falls.
Findings include: Client A has received Physical
Therapy and Occupational
The facility's BDDS (Bureau of Therapy evaluations to reassess
Developmental Disabilities Services) his mobility needs with regard to
reports and investigations were reviewed C“e_”t A's use _Of a wheelchair. A
on 4/1/15 at 2:20 PM. The review review of facility support -~
Lo he followine: documents indicated this deficient
indicated the following: practice did not affect any
additional clients.
-BDDS report dated 1/8/15 indicated,
"[Client A] was sitting in his wheelchair
in his bedroom. Staff heard a loud noise . ) :
. . . The facility nurse will modify
and discovered [client A] lying on the Client A’s Comprehensive High
floor and observed that he had sustained Risk Plan for falls to clarify the
a four centimeter laceration on his scalp. expectations of how staff should
Two staff were on duty and assisting monitor assist Client A to prevent
other individuals at the time of the Client A from faI_Inr?g andjor to
prevent further injury due to falls,
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incident. Staff transported [client A] to including during transfers to and
the [hospital] emergency department for from his whéelchai.r. Ad(_jitionally,
evaluation and treatment. ER (Emergency The Q_IDP will modify C"eht A'S
R | closed th d with Behavior Support Plan to include
oom) personnel closed t e. wound wit specific protocols for enhanced
five staples and released [client A] to supervision (line of sight in
ResCare staff with instructions for common areas of the facility and
laceration and staples care and to 15 minute checks while in
follow-up with his primary care physician bedroom). A review of incident
in seven davs documentation and current
) ys: . . . supports indicated this deficient
[Client A] has a comprehensive high risk practice did not affect any
plan for falls which directs staff to assist additional clients.
with transfers but [client A] did not
request assistance prior to falling.
ResCare nursing will monl‘For [client A] PREVENTION:
to assure follow-through with ER
discharge instructions. The IDT After completing investigations in
(Interdisciplinary Team) will review the which the allegations are verified,
circumstances of the incident to t:e SllDP, stlth the gwdar:jce of
.. . . the Clinica ervisor an
determine if changes to [client A's] risk nica’ SUpervisor an
o g Program Manager, will bring all
plan are indicated. relevant elements of the
interdisciplinary team together to
-BDDS report dated 1/15/15 indicated, develop corrective measures to
"[Client A's] psychiatrist, [doctor], ensure the health and safety. of
ordered a CAT scan on 1/14/15 as part of leents'_ Revised C9mpreher15|ve
. 1 High Risk Plans will be reviewed
an ongo.mg assessment to rule out and approved by the Nurse
indicated that [client A] has an acute
hematoma (bruise) and [doctor] directed
staff to take [client A] to the [hospital
ER £ | [ . j [ I;ZR ] The Residential Manager will be
or evaluation and treatment. expected to observe no less than
personnel performed another CAT scan one morning and two evening
and a comprehensive blood panel. The active treatment session per
ER physician reported that [client A] had week to assess direct support
a thin layer of blood that will dissolve staff interaction with clients and
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naturally. The hematoma most likely to provide hands on coaching and
resulted from a fall [client A] training including but not limited
experienced on 1/7/15." to assuring _staff implement risk
plans as written. The Team Lead
o (non-exempt residential
-Investigative Summary (IS) dated manager) will be present,
1/13/15 indicated DSP (Direct Support supervising and participating in
Professional) #1 and RM-E #1 (Resident active treatment during no less
Manager-Exempt) were both on duty on than. 4 evencling active t_reatm;jnt
. . sessions and one morning active
1/7/15 at the time of client A's fall. The ) J
oo ) . treatment session per week to
1/13/15 IS indicated client A was not in assure continuous active
DSP #1 or RM-E #1's line of sight when treatment occurs and that risk
he fell. The 1/13/15 1S indicated DSP #1 plans are implemented as
and RM-E #1 were both assisting other written.
consumers in the group home while client
A was in his personal bedroom out of
staff's direct line of sight. Members of the Operations
Team, comprised of Clinical
The 1/13/15 1S included an addendum Supervisors, the Program
dated 1/15/15 which indicated, "The IDT Manager, Nurse Manager and
. . Executive Director, and the QIDP
met FO discuss addmo.nal supports will conduct observations during
required to ensure [client A's] safety. active Treatment sessions and
Long term wheelchair use, bed and documentation reviews no less
wheelchair alarm to alert staff when he is than five times weekly for the
not in line of sight and [client A's] ISP :ext 21 dalzlls,fno less ;Zatn 3 14
.. . . imes weekly for an additiona
(Individual Support Plan) will be revised Y .
) Days, and no less than twice
to include a formal goal to ask for weekly for an additional 60 Days.
assistance." At the conclusion of this period of
intensive administrative
Client A's record was reviewed on 4/6/15 monitoring and support, the
at 9:35 AM. Client A's IDT notes Operations Team_ will determine
. . the level of ongoing support
indicated the following: needed at the facility. Active
Treatment sessions to be
-10/29/14, "4/7/14, [client A] stood up monitored are defined as:
again without staff assistance and fell.
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Staff needs to watch [client A] and keep
him (in) eyesight at all times. Staff will
. . . Mornings: Beginning at 6:30 AM
continue to monitor and provide .
. . . . and through morning transport
assistance in addition to the wheelchair and including the following:
and gait belt and cane when ambulating." Medication administration, meal
preparation and breakfast,
-2/10/14, "Team discussed [client A] morning hygiene and domestic
falling and how he had been to PT Sk'”i tra(ljn:;g throu'gh tp:lansF)ort to
. . work and day service. Morning
(Phys?cal Therapy) 1? Jz'inuary (2014) and active treatment monitoring will
PT said use cane while in the group home include staff from both the day
and use wheelchair for long distance. and overnight shifts.
And staff to assist him in and out of (the)
home. [Client A] is constantly getting up
ar-ld at times refu.smg to let s.taff assist Evenings: Beginning at
him so team decided staff will follow approximately 4:30 PM through
[client A] at a short distance for his the evening meal and including
safety." the following: domestic and
hygiene skills training, leisure
. . . kills traini dicati
Client A's CHRHP (Comprehensive High SIS training, medieation
. administration, meal preparation
R}Sk He.altf.l Plan) for falls d?ted 10/27/14 and dinner. Evening monitoring
did not indicate documentation of the will also include unannounced
10/29/14 and 2/10/14 IDT spot checks later in the evening
recommendations for client A to be in toward bed time.
staff's line of sight at all times.
Client A's ISP dated 2/24/15 did not In addition to active treatment
documentation of the 10/29/14 or 2/10/14 observations, Operations Team
IDT recommendations regarding how Members and/or the Residential
. . . Manager will perform spot checks
staff were to supervise, monitor or assist o .
lient A hi f hil at varied times on the overnight
client .to ensure .15 satety w _1 © shift no less than twice monthly
transferring from his wheelchair. —more frequently if training
issues or problems are
Client A's BSP (Behavior Support Plan) discovered.
dated 2/24/15 did not indicate
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documentation of the 10/29/14 or 2/10/14
IDT recommendations regarding how
. . . The Executive Director and
staff were to supervise, monitor or assist ) ;
. . . Director of Operations/General
client A to ensure his safety while Manager (area manager) will
transferring from his wheelchair. review documentation of
administrative level monitoring of
DON #1 (Director of Nursing) was the facility -making
interviewed on 4/6/15 at 1:07 PM. DON recommendations as appropriate.
#1 indicated th . taff assioned t As stated above, the Executive
tndicated the nursing s 2? assigne . 0 Director will participate directly in
the group home should review and revise administrative monitoring of the
high risk plans when recommendations facility and the Director of
are made by the IDT. DON #1 indicated Operations/General Manager no
client A's 10/29/14 and 2/10/14 IDT :jess than monthly for the next 90
recommendations regarding how staff ays:
should supervise, monitor and assist
client A to prevent falls during transfers
from his wheelchair should be included Administrative support at the
in client A's 10/27/14 CHRHP for falls. home will focus on:
RM-E #2 was interviewed on 4/6/15 at
1:10 PM. RM-E #2 indicated client A's 1. Mentorship and training of
CHRHP for falls, ISP and BSP should supervisory staff, monitoring and
include the 10/29/14 and 2/10/14 IDT coaching of direct support staff
recommendatllons rega.rdmg how s.taff 5> Evaluation of the
should supervise, monitor and assist effectiveness of current
client A to prevent falls. RM-E #2 comprehensive high risk plans
indicated corrective measures should be
developed and implemented to prevent 3. Administrative
documentation reviews will
recurrence of abuse, neglect, ) .
. L. £ unk include but not be limited to
ml.st.reatment or mjuries of unknown assuring current high risk plans
origin. are present in the home and
documentation that staff have
This federal tag relates to complaint received training on
H#IN00162553 implementation of the plans.
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9-3-2(a) 4.  Assuring risk plans are
implemented as written.
RESPONSIBLE PARTIES:
QIDP, Residential Manager, Team
Leader, Health Services Team,
Direct Support Staff, Operations
Team, Director of
Operations/General Manager
W 159 483.430(a)
QUALIFIED MENTAL RETARDATION
Bldg. 00 | PROFESSIONAL
Each client's active treatment program must
be integrated, coordinated and monitored by
a qualified mental retardation professional.
Based on observation, record review and W 159 05/08/2015
interview for 1 of 3 sampled clients (A), CORRECTION:
th.e QIDP (Quallﬁeq Intelle(?tual Each client's active treatment
Disabilities Professional) failed to program must be integrated,
integrate, coordinate and monitor client coordinated and monitored by a
A's active treatment program by failing to qualified mental retardation
reassess client A's mobility needs professional. Specifically,
regarding his use of a wheelchair and to )
lient A's ISP (Individual S ot The QIDP worked with staff and
ensure chient As ] (Individual Suppo the facility nurse to assure that
Plan), BSP (Behavior Support Plan) or Client A received Physical
CHRHP (Comprehensive High Risk Therapy and Occupational
Health Plan) for falls specifically Therapy evaluations to reassess
addressed how staff were to supervise, his mobility needs with regard to
. . . Client A’s use of a wheelchair. A
monitor and assist client A to prevent i -
) . review of facility support
client A from falling and/or to prevent documents indicated this deficient
further injury due to falls. practice did not affect any
additional clients.
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Findings include:
L. The. QIDP failed FO 1nte.grate,' . The QIDP will coordinate with the
coordinate and monitor client A's active facility nurse to assure
treatment program by failing to reassess modification of Client A’s
client A's mobility needs regarding his Comprehensive High Risk Plan for
use of a wheelchair. Please see W210. falls to clarify the expectations of
how staff should monitor assist
h fail . Client A to prevent Client A from
2.T e. QIDP failed FO 1nte.grate, ) falling and/or to prevent further
coordinate and monitor client A's active injury due to falls. Additionally,
treatment program by failing to ensure The QIDP will modify Client A’s
client A's ISP, BSP or CHRHP for falls Behavior Support Plan to include
specifically addressed how staff were to specific protocols for enhanced
. . . . supervision (line of sight in
supervise, monitor and assist client A to -
. . common areas of the facility and
prevent client A from falling and/or to 15 minute checks while in
prevent further injury due to falls. Please bedroom). A review of incident
see W240. documentation and current
supports indicated this deficient
This federal tag relates to complaint prac_t_lce did .not affect any
additional clients.
#IN00162553.
9-3-3(a)
PERVENTION:
The QIDP has been retrained
regarding the need to assure that
all relevant assessments are
completed for clients within 30
days of admission and as needed
but no less than annually
thereafter. Members of the
Operations Team (including the
Clinical Supervisor, Program
Manager, Nurse Manager and
Executive Director) will follow up
with the QIDP no less twice
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weekly when new clients are
admitted to the facility to assure
appropriate assessment occurs as
required. Prior to admitting new
clients, the Clinical Supervisor will
assist the QIDP with developing a
schedule to assure that all
necessary assessments occur.
Additionally, the Clinical
Supervisor will review quarterly
and annual summaries to assure
the need for restrictive programs
including but not limited to the
use of alarms has been
reassessed.

The QIDP will assure that the
nursing team is included in all
discussions/decisions relevant to
clients’ health and safety and
modifications will be made to
Comprehensive High Risk Plans
and other supports accordingly.
The nurse manager will review all
reports of significant health and
safety issues and will meet with
the Operations Team weekly to
discuss health and safety issues
including but not limited to
needed updates to risk plans. The
nurse manager will review all
facility risk plan modifications for
the next 90 days to assure they
contain appropriate detail, and
will conduct periodic audits of
facility risk plans on an ongoing
basis.
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RESPONSIBLE PARTIES:
QIDP, Residential Manager, Team
Leader, Health Services Team,
Direct Support Staff, Operations
Team, Director of
Operations/General Manager
W 210 483.440(c)(3)
INDIVIDUAL PROGRAM PLAN
Bldg. 00 | Within 30 days after admission, the
interdisciplinary team must perform accurate
assessments or reassessments as needed
to supplement the preliminary evaluation
conducted prior to admission.
Based on observation, record review and W 210 05/08/2015
interview for 1 of 3 sampled clients (A), CORRECTION:
the f.iac.:lhty failed to réassess client A's Within 30 days after admission,
mobility needs regarding his use of a the interdisciplinary team must
wheelchair. perform accurate assessments or
reassessments as needed to
Findings include: supplement the preliminary
evaluation conducted prior to
. admission. Specifically, Client A
Observations were conducted at the has received Physical Therapy
through 5:45 PM. Client A was observed evaluations to reassess his
in the group home throughout the mobility needs with regard to
observation period. Client A utilized a CI|e_nt A sf lste'I'ct):/ a wheichaw. A
. i . review of facility suppo
wheelchair for mobl'hty and wore a gait documents indicated this deficient
belt for transfers. Client A was not practice did not affect any
encouraged to utilize a cane to walk. additional clients.
Observations were conducted at the
group home on 4/2/15 from 6:15 AM PERVENTION:
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through 7:30 AM. Client A was observed
in the group home throughout the The QIDP has been retrained
observation period. Client A utilized a regarding the need to assure that
. . . all relevant assessments are
wheelchair for mobility and wore a gait completed for clients within 30
belt for transfers. Client A was not days of admission and as needed
encouraged to utilize a cane to walk. but no less than annually
thereafter. Members of the
Client A's record was reviewed on 4/6/15 glpgratllc;ns Tea.lm (w;cludmg the
i ) . ; inical Supervisor, Program
at 9:35 AM. Client A s. PT (Physical Manager, Nurse Manager and
Therapy) record of visit form dated Executive Director) will follow up
1/16/14 indicated, "Encourage [client A] with the QIDP no less twice
to walk room to room with caregiver and weekly when new clients are
transfer to wheelchair for long distances." admitted to the facility to assure
Client A's IDT (Interdisciplinary Team) appr9pr|ate .assessmer'1t ocaurs as
o | required. Prior to admitting new
form dated 1/15/15 indicated, "On 1/7/15 dlients, the Clinical Supervisor wil
[client A] thought he could get out (of) assist the QIDP with developing a
his wheelchair without assistance from schedule to assure that all
staff and fell in the bathroom (sic). Staff necessary assessments occur.
was not notified by [client A] that he Add|t|o.nally, .the C!|n|ca|
ded t th ¢ Client A Supervisor will review quarterly
needed to use the restroom. [Client A] and annual summaries to assure
was taken to the ER (Emergency Room) the need for restrictive programs
where he was treated and sent home. On including but not limited to the
1/14/15 [client A] went to have a CT use of alarms has been
scan done and it found a hematoma reassessed.
(bruise) on the brain. The team discussed
(that) [client A] needs to be assessed to
determine if he needs the wheelchair for RESPONSIBLE PARTIES:
long term use."
QIDP, Residential Manager, Team
. Leader, Direct Support Staff,
RM-E (Resident Manager-Exempt) #2 . PP
) : Operations Team
was interviewed on 4/6/15 at 1:10 PM.
RM-E #2 indicated client A utilized a
wheelchair for mobility full time. RM-E
#2 indicated client A utilized a gait belt
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for transfers. RM-E #2 indicated the IDT
had recommended long term use of the
wheelchair.
This federal tag relates to complaint
#IN00162553.
9-3-4(a)
W 240 483.440(c)(6)(i)
INDIVIDUAL PROGRAM PLAN
Bldg. 00 The individual program plan must describe
relevant interventions to support the
individual toward independence.
Based on record review and interview for W 240 05/08/2015
1 of 3 sampled clients (A), the facility CORRECTION:
. . , ..
failed to ensure client A's ISP (Individual The individual program plan must
Support Plan), BSP (Behavior Support describe relevant interventions to
Plan) or CHRHP (Comprehensive ngh support the individual toward
Risk Health Plan) for falls specifically independence.Specifically, the
addressed how staff were to supervise, facility nurse will modify Client A’s
. . . Comprehensive High Risk Plan for
monitor and assist client A to prevent ) i
i Af falli J falls to clarify the expectations of
chent ) 'rom alling and/or to prevent how staff should monitor assist
further injury due to falls. Client A to prevent Client A from
falling and/or to prevent further
Findings include: injury due to falls. Additionally,
The QIDP will modify Client A’s
. Behavior Support Plan to include
The facility's BDDS (Bureau of o PP
SN ) specific protocols for enhanced
Developmental Disabilities Services) supervision (line of sight in
reports and investigations were reviewed common areas of the facility and
on 4/1/15 at 2:20 PM. The review 15 minute checks while in
indicated the following: bedroom). A review of incident
documentation and current
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supports indicated this deficient
-BDDS report dated 1/8/15 indicated, practice did not affect any
"[Client A] was sitting in his wheelchair additional clients.
in his bedroom. Staff heard a loud noise
and discovered [client A] lying on the
floor and observed that he had sustained PREVENTION:
a four centimeter laceration on his scalp.
Two staff were on duty and assisting The Q 1P wiII.as.sure that. the
o ) nursing team is included in all
other individuals at the time of the discussions/decisions relevant to
incident. Staff transported [client A] to clients’ health and safety and
the [hospital] emergency department for modifications will be made to
evaluation and treatment. ER (Emergency Comprehensive High Risk Plans
Room) personnel closed the wound with and other supports ac'cordir?gly.
five staples and released [client A] to The nurse manager will review all
reports of significant health and
ResCare staff with instructions for safety issues and will meet with
laceration and staples care and to the Operations Team weekly to
follow-up with his primary care physician discuss health and safety issues
in seven days. including but not Iim.ited to
[Client A] has a F:omprehensive high r.isk :Ef:::q:ﬁggﬁsv:ﬁl r:l;igljr;s”. The
plan for falls which directs staff to assist facility risk plan modifications for
with transfers but [client A] did not the next 90 days to assure they
request assistance prior to falling. contain appropriate detail, and
ResCare nursing will monitor [client A] will conduct periodic audits of
to assure follow-through with ER LZZ'::Y risk plans on an ongoing
discharge instructions. The IDT '
(Interdisciplinary Team) will review the
circumstances of the incident to
determine if changes to [client A's] risk RESPONSIBLE PARTIES:
plan are indicated " QIDP, Residential Manager, Team
Leader, Health Services Team,
-BDDS report dated 1/15/15 indicated, Direct Support Staff, Operations
"[Client A's] psychiatrist, [doctor], Team
ordered a CAT scan on 1/14/15 as part of
an ongoing assessment to rule out
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dementia. The results of the scan
indicated that [client A] has an acute
hematoma (bruise) and [doctor] directed
staff to take [client A] to the [hospital]
ER for evaluation and treatment. ER
personnel performed another CAT scan
and a comprehensive blood panel. The
ER physician reported that [client A] had
a thin layer of blood that will dissolve
naturally. The hematoma most likely
resulted from a fall [client A]
experienced on 1/7/15."

-Investigative Summary (IS) dated
1/13/15 indicated DSP (Direct Support
Professional) #1 and RM-E #1 (Resident
Manager-Exempt) were both on duty on
1/7/15 at the time of client A's fall. The
1/13/15 IS indicated client A was not in
DSP #1 or RM-E #1's line of sight when
he fell. The 1/13/15 IS indicated DSP #1
and RM-E #1 were both assisting other
consumers in the group home while client
A was in his personal bedroom out of
staff's direct line of sight.

The 1/13/15 IS included an addendum
dated 1/15/15 which indicated, "The IDT
met to discuss additional supports
required to ensure [client A's] safety.
Long term wheelchair use, bed and
wheelchair alarm to alert staff when he is
not in line of sight...."
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Client A's record was reviewed on 4/6/15
at 9:35 AM. Client A's IDT notes
indicated the following:

-10/29/14, "4/7/14, [client A] stood up
again without staff assistance and fell.
Staff needs to watch [client A] and keep
him (in) eyesight at all times. Staff will
continue to monitor and provide
assistance in addition to the wheelchair
and gait belt and cane when ambulating."

-2/10/14, "Team discussed [client A]
falling and how he had been to PT
(Physical Therapy) in January (2014) and
PT said use cane while in the group home
and use wheelchair for long distance.
And staff to assist him in and out of (the)
home. [Client A] is constantly getting up
and at times refusing to let staff assist
him so team decided staff will follow
[client A] at a short distance for his
safety."

Client A's CHRHP for falls dated
10/27/14 did not indicate documentation
of the 10/29/14 and 2/10/14 IDT
recommendations for client A to be in
staff's line of sight at all times.

Client A's ISP dated 2/24/15 did not
indicate documentation of the 10/29/14
or 2/10/14 IDT recommendations
regarding how staff were to supervise,
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monitor or assist client A to ensure his
safety while transferring from his
wheelchair.

Client A's BSP dated 2/24/15 did not
indicate documentation of the 10/29/14
or 2/10/14 IDT recommendations
regarding how staff were to supervise,
monitor or assist client A to ensure his
safety while transferring from his
wheelchair.

DON #1 (Director of Nursing) was
interviewed on 4/6/15 at 1:07 PM. DON
#1 indicated the nursing staff assigned to
the group home should review and revise
high risk plans when recommendations
are made by the IDT. DON #1 indicated
client A's 10/29/14 and 2/10/14 IDT
recommendations regarding how staff
should supervise, monitor and assist
client A to prevent falls during transfers
from his wheelchair should be included
in client A's 10/27/14 CHRHP for falls.

RM-E #2 was interviewed on 4/6/15 at
1:10 PM. RM-E #2 indicated client A
refused to notify staff when he needed to
utilize the restroom or transfer from his
wheelchair. RM-E #2 indicated client A's
CHRHP for falls, ISP and BSP should
include the 10/29/14 and 2/10/14 IDT
recommendations regarding how staff
should supervise, monitor and assist
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client A to prevent falls.
This federal tag relates to complaint
#IN00162553.
9-3-4(a)
W 331 483.460(c)
NURSING SERVICES
Bldg. 00 The facility must provide clients with nursing
services in accordance with their needs.
Based on record review and interview for W 331 05/08/2015
3 of 3 sampled clients (A, B and C), the CORRECTION:
facility nur'se failed to met the health The faility must provide lients
needs of clients A, B and C. with nursing services in
accordance with their needs.
Findings include:
ce
The facility's BDI?S (B'u'reau of . Specifically for Client A, the
Developmental Disabilities Services) facility nurse will modify the
reports and investigations were reviewed Comprehensive High Risk Plan for
on 4/1/15 at 2:20 PM. The review falls to include interdisciplinary
indicated the following: Team recommendations
regarding how staff should assist
.o Client A to prevent falls during
1. BDDS report dated 1/8/15 indicated, transfers from his wheelchair.
"[Client A] was sitting in his wheelchair
in his bedroom. Staff heard a loud noise
and discovered [client A] lying on the e G
floor and observed that he had sustained Speci cally for ¢ !ents B and _C’
. . . staff will be retrained regarding
a four centimeter laceration on his scalp. the need to provide and
Two staff were on duty and assisting document weekly nail care. A
other individuals at the time of the review of the facility Medication
incident. Staff transported [client A] to and Treatment Record indicated
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the [hospital] emergency department for this deficient practice affected all
evaluation and treatment. ER (Emergency clients who reside in the facility.
Room) personnel closed the wound with z:zr;fg;iet;:i;c‘,il)ﬁeb:f;j;fr']z:g
five staples and .relejased [c'hent Al to to include all dlients.
ResCare staff with instructions for
laceration and staples care and to
follow-up with his primary care physician
in seven days. PREVENTION:
[Client A] has a comprehensive high risk The QIDP will assure that the
plan for falls which directs staff to assist nursing team is included in all
with transfers but [client A] did not discussions/decisions relevant to
request assistance prior to falling. clients” health and safety and
ResCare nursing will monitor [client A] modnﬂcatmnsl wil 'be m.ade to
to assure follow-through with ER Comprehenslve High Risk Plans
i ) ) g accordingly. The nurse manager
discharge instructions. The IDT will review all reports of
(Interdisciplinary Team) will review the significant health and safety
circumstances of the incident to issues and will meet with the
determine if changes to [client A's] risk Operations Team weekly to
lan are indicated." discuss health and safety issues
p ’ including but not limited to
needed updates to risk plans. The
-BDDS report dated 1/15/15 indicated, nurse manager will review all
"[Client A's] psychiatrist, [doctor], facility risk plan modifications for
ordered a CAT scan on 1/14/15 as part of the ”?Xt %0 day? to assure they
an ongoing assessment to rule out cgntam appropr!atg deta|'l, and
d tia. Th Its of th will conduct periodic audits of
) emen 1a. 1he re-su § ol the scan facility risk plans on an ongoing
indicated that [client A] has an acute basis.
hematoma (bruise) and [doctor] directed
staff to take [client A] to the [hospital]
ER for evaluation and treatment. ER
RESPONSIBLE PARTIES:
personnel performed another CAT scan
and a comprehensive blood panel. The QIDP, Residential Manager, Team
ER physician reported that [client A] had Leader, Health Services Team,
a thin layer of blood that will dissolve Direct Support Staff, Operations
naturally. The hematoma most likely Team
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resulted from a fall [client A]
experienced on 1/7/15."

-Investigative Summary (IS) dated
1/13/15 indicated DSP (Direct Support
Professional) #1 and RM-E #1 (Resident
Manager-Exempt) were both on duty on
1/7/15 at the time of client A's fall. The
1/13/15 IS indicated client A was not in
DSP #1 or RM-E #1's line of sight when
he fell. The 1/13/15 IS indicated DSP #1
and RM-E #1 were both assisting other
consumers in the group home while client
A was in his personal bedroom out of
staff's direct line of sight.

Client A's record was reviewed on 4/6/15
at 9:35 AM. Client A's IDT notes
indicated the following:

-10/29/14, "4/7/14, [client A] stood up
again without staff assistance and fell.
Staff needs to watch [client A] and keep
him (in) eyesight at all times. Staff will
continue to monitor and provide
assistance in addition to the wheelchair
and gait belt and cane when ambulating."

-2/10/14, "Team discussed [client A]
falling and how he had been to PT
(Physical Therapy) in January (2014) and
PT said use cane while in the group home
and use wheelchair for long distance.
And staff to assist him in and out of (the)
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home. [Client A] is constantly getting up
and at times refusing to let staff assist
him so team decided staff will follow
[client A] at a short distance for his
safety."

Client A's CHRHP (Comprehensive High
Risk Health Plan) for falls dated 10/27/14
did not indicate documentation of the
10/29/14 and 2/10/14 IDT
recommendations for client A to be in
staff's line of sight at all times.

DON #1 (Director of Nursing) was
interviewed on 4/6/15 at 1:07 PM. DON
#1 indicated the nursing staff assigned to
the group home should review and revise
high risk plans when recommendations
are made by the IDT. DON #1 indicated
client A's 10/29/14 and 2/10/14 IDT
recommendations regarding how staff
should supervise, monitor and assist
client A to prevent falls during transfers
from his wheelchair should be included
in client A's 10/27/14 CHRHP for falls.

2. BDDS report dated 2/23/15 indicated,
"During a routine facility nurse body
check for [client B] (sic) discovered a
half inch fresh scratch on [client B's]
front left leg. Nurse asked [client B] what
happen (sic) and [client B] stated that she
scratched herself with her fingernail (sic)
it was itching."
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when she itches.
BSP."

front of her right
report indicated,

when necessary.'

scratched her leg
too long."

Client B's record

-Investigation Final Report dated 2/24/15
indicated, "Staff is instructed to assist
[client B] with lotioning (sic) her body

This is stated in her

-BDDS report dated 3/5/15 indicated,
"During morning medication pass for
[client B] (sic) informed medication
coach that [client B] had a new spot on
her right leg trunk. Medication coach
asked [client B] what happen (sic) and
[client B] replied, 'I scratch, I scratch'
there is a 1/2 inch round red area on the

leg." The 3/5/15 BDDS
"Staff will continue to

trim [client B's] nails on weekly (sic) as
instructed per MAR (Medication
Administration Record) and apply lotion

-Investigation Final Report dated 3/6/15
indicated, "[Client B] was itching (sic)

(sic) her nails was (sic)

was reviewed on 4/6/15

at 11:45 AM. Client B's CHRHP for
infections dated 10/27/14 indicated,
"Staff will provide nail care at least
weekly and as needed to ensure nails are
short and free of jagged edges. Keep skin
moisturized. Staff to assist [client B] to
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apply lotion following bath/shower."
Client B's TAR (Treatment
Administration Record) dated 3/1/15
through 3/31/15 indicated, "Valerate
cream 0.2% PRN (as needed) (topical
itch relief)." The TAR dated 3/1/15
through 3/31/15 did not indicate
documentation of client B receiving
Valerate cream. Client B's TAR dated
3/1/15 through 3/31/15 indicated,
"Triamcinolon cream 0.1% PRN (topical
itch relief)." The TAR dated 3/1/15
through 3/31/15 did not indicate
documentation of client B receiving
Triamcinolon cream. Client B's TAR
dated 3/1/15 through 3/31/15 indicated,
"Trim fingernails and toenails as needed
PRN." Client B's TAR dated 3/1/15
through 3/31/15 did not indicate
documentation of client B's fingernails or
toenails being trimmed. Client B's TAR
dated 4/1/15 through 4/6/15 did not
indicate documentation of client B
receiving Valerate cream, Triamcinolon
cream or her fingernails/toenails being
trimmed.

3. BDDS report dated 2/24/15 indicated,
"[MC (Medication Coach) #1] was
assisting [client B] with ADLs (Activities
of Daily Living) when she noticed a one
round (sic) area on the front of [client
B's] legs."
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-Follow up BDDS report dated 3/4/15
indicated, "[Client C] sustained the injury
when he scratched his leg because it
itched. The round area was an abrasion
1/2 inch in diameter."

-Investigation Final Report form dated
2/25/15 indicated, "Staff are instructed to
clip [client C's] fingernails weekly or as
often as needed to prevent this from
happening in the future."

Client C's record was reviewed on 4/6/15
at 12:27 PM. Client C's TAR dated
1/1/15 through 1/31/15, 2/1/15 through
2/28/15, 3/1/15 through 3/31/15 and
4/1/15 through 4/6/15 indicated, "Trim
fingernails and toenails as needed PRN."
Client B's TAR's dated from 1/1/15
through 4/6/15 did not indicate
documentation of client C's fingernails or
toenails being trimmed.

DON #1 was interviewed on 4/6/15 at
1:07 PM. DON #1 indicated staff should
be trimming clients B and C's fingernails
and toenails weekly or as needed to
ensure clients B and C's nails were not
jagged or long. DON #1 indicated staff
should assist client B apply lotion to her
body to help alleviate client B's need to
scratch herself. DON #1 indicated staff
should document nail trimmings and the
use of PRN Iotion on clients B and C's
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This federal tag relates to complaint
#IN00162553.
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